According to the WHO International Classification of Functioning, Disability and Health, 8 which is intended to be used to describe how people live with their health condition and to help caregivers better understand and measure health outcomes, a problem with a body structure, such as TD, is an impairment. Although adults with acquired upper limb amputations are often significantly disabled, [9] [10] [11] [12] by definition, an impairment does not necessarily cause limitations in activity (which are termed disabilities), or participation (defined as integration of activities toward accomplishing a life role chosen by the individual; limitations are termed restrictions).
TD AND PROSTHESIS USE
It seems to parents and caregivers that children with TD should have severe disabilities and restrictions that adversely impact their quality of life, possibly based on the fact that acquired amputations in adults have such a negative impact. Thus a prosthesis was traditionally prescribed for infants when the TD allowed sufficient space for prosthetic components (such as BED), and prosthesis wear was encouraged throughout childhood. [13] [14] [15] [16] [17] [18] [19] In fact, upper extremity prostheses have not proven uniformly helpful even to acquired amputees, 9, 10 earlier prescription has not been shown to lead to better prosthesis use and function, 20 and half of the children with BED abandon their prosthesis. 21, 22 Furthermore, until recently, standard methods for assessing function and prosthesis use were not available.
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MEASUREMENT OF HAND FUNCTION IN CHILDREN
Impairment can be assessed by measuring grip and pinch strength for some TD, and by measuring range of motion of existing limb segments. Activity can be assessed by questionnaires or by objective function tests. Participation is assessed by questionnaires (Table 1) .
There are few function questionnaires or tests available to assess hand function in younger children. The most widely used is the Pediatric Orthopaedic Data Collection Instrument (PODCI), which is quick and easy to administer and has been shown to be useful in assessing children with TD. 36, 38, 39 One domain of the PODCI asks about the activity and participation components of upper extremity function; however, the PODCI has a ''ceiling effect'' for high-functioning children, and it relies upon parent and child report of performance rather than direct observation. Normative values are available. 40 The hand function test most commonly used for children is the Jebsen-Taylor Hand Function Test. 34 Although it is well validated for age (above age 5 y), sex, and hand dominance, the Jebsen-Taylor Hand Function Tests each hand separately, forcing the use of the affected hand. By its nature, it is not appropriate for BED, although it may be helpful for evaluating hand function in children with more distal TD.
Some tests designed for unilateral neurologic conditions such as hemiplegic cerebral palsy (including the ABILHAND -Kids and the Assisting Hand Assessment) 24 was designed for evaluating performance of age-specific activities for children with TD; it also requires videotaping for scoring, and can be administered to children with or without a prosthesis.
The Childhood Assessment of Participation and Enjoyment 30,31 is a detailed questionnaire designed to assess the child's participation in 58 typical activities. The Canadian Occupational Performance Measure 32,33 measures participation in participant-selected activities before and after an intervention; designed for adults, it can also be used in children. It is administered by a trained therapist, and is time consuming.
The Pediatric Quality of Life Inventory (PedsQL) 35, 42 is a very well-validated test of health-related quality of life. Several different modules are available for children with different health conditions; the generic core scale 4.0 is appropriate for children with transverse deficiencies. Normative values are available. 35 The time required to administer, score, and interpret these questionnaires and tests limits their applicability to occasional directed use or research. The quickest and easiest function test is the UBET, which takes an experienced therapist about 20 minutes to administer but is scored off a videotape, requiring additional therapist time to view the tape. The quickest and easiest questionnaire is the PODCI, and it has the added benefit of assessing upper extremity function; it takes about 15 minutes to complete, and can be selfadministered by touchscreen computer.
DO PROSTHESES HELP FUNCTION IN BED?
To address the unanswered question of whether prostheses help function for children with TD, a recent multicenter outcomes study assessed function and quality of life of 489 children with BED. 39 Of the population studied, 321 wore a prosthesis, and 168 did not; the PODCI, PUFI, PedsQL, and UBET were administered to all participants, and prosthesis wearers performed the UBET with and without their prosthesis. Prosthesis wear was not associated with any clinically relevant differences in PODCI, PUFI, or PedsQL scores; nonwearers performed either the same as or better than wearers on the UBET (Fig. 2) ; and wearers performed the same or better with their prosthesis off. Children with BED scored the same as or higher than the general population on the PedsQL. They scored significantly lower than the general population on the PODCI Upper Extremity Physical Function Domain and higher on the Happiness Domain, but these differences were small. help with social acceptance or may be useful as tools for specialized activities (participation domain of function) 26 ( Fig. 3 ), but they do not appear to improve the activity domain of function or quality of life, which are nearly normal for children with UCBED regardless of whether they wear a prosthesis. Many children with UCBED do not find their prosthesis useful, and this is why they abandon it. These findings call into question the standard practices of fitting infants with prostheses and encouraging young children to wear a prosthesis, and hopefully stimulate future evaluation of participation in children with BED, and if necessary, the development of prostheses that diminish restrictions on participation in this population.
Assessment of all domains of function is challenging in children, as the obvious fact that children's abilities change as they grow and develop must be taken into account. Health caregivers may overestimate disability, underestimate quality of life, and take (undeserved) credit for functional improvements that are because of growth and development, rather than interventions such as prostheses and surgery. If they measure function at all, health caregivers tend to do so by measuring body structures and conversely, impairment. Although this is the simplest functional domain to measure, it is the least important and relevant as far as the child's priorities and quality of life are concerned. Easy and quick-to-administer function tests and questionnaires for measuring the activity domain (conversely, the extent of the disability) are needed, especially for younger children; although the PODCI is useful, it tends to have a ceiling effect for higher functioning children, including those with unilateral transverse deficiencies. Participation and conversely, restrictions on life priorities are the most important aspects of function, and the most difficult to measure. This is, however, a very rewarding area for health caregivers (including prosthetists) to address, presenting opportunities for creativity and the gratification of fulfilling the child's own priorities.
